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 و ﻛﻮﻟﻮن ﻧﺌﻮﭘﻼﺳﺘﻴﻚ ﺿﺎﻳﻌﺎت ﺑﺎ ﻣﺘﺎﺑﻮﻟﻴﻚ ﺳﻨﺪرم ارﺗﺒﺎط ﻛﻠﻴﻨﻴﻜﻲ ﻣﻄﺎﻟﻌﻪ
 ﺑﺎﻻﺗﺮ و ﺳﺎل 05 اﻓﺮاد در رﻛﺘﻮم
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 ﻛﺸﻨﺪه ﺳﺮﻃﺎن ﻧﻮع ﺳﻮﻣﻴﻦ ﻛﻮﻟﻮرﻛﺘﺎل، ﺳﺮﻃﺎن
ﺑﻪ  ﻣﺒﺘﻼ ﻧﻔﺮ ﻣﻴﻠﻴﻮن ﻳﻚ ﺣﺪود ﺳﺎﻻﻧﻪ و اﺳﺖ ﺟﻬﺎن در
 اﺛﺮ در ﻧﻔﺮ ﻣﻴﻠﻴﻮن ﻧﻴﻢ و ﺷﻮﻧﺪ ﻣﻲ ﺷﻨﺎﺧﺘﻪ ﺳﺮﻃﺎن اﻳﻦ
 ﻧﻘﺎط در ﺳﺮﻃﺎن اﻳﻦ. (1)ﻣﻴﺮﻧﺪ  ﻣﻲ نﺳﺮﻃﺎ اﻳﻦ ﻧﻮع
 از ﻳﻜﻲ ﺑﻪ ﻋﻨﻮان ﻣﺘﻔﺎوت، ﺑﺎ ﺷﺪت ﻣﺨﺘﻠﻒ ﺟﻬﺎن
ﺑﻄﻮر . اﺳﺖ ﺷﺪه ﻣﻴﺮ ﺷﻨﺎﺧﺘﻪ و ﻣﺮگ ﻋﻮاﻣﻞ ﻣﻬﻤﺘﺮﻳﻦ
 ﻣﻴﺮ، و ﻣﺮگ ﻋﻠﺖ دوﻣﻴﻦ اﻣﺮﻳﻜﺎ ﻣﺘﺤﺪه اﻳﺎﻻت ﻣﺜﺎل در
ﺳﻮﻣﻴﻦ ﻋﺎﻣﻞ ﻫﻤﭽﻨﻴﻦ . (2-5)ﺑﺎﺷﺪ  ﻣﻲ از ﺳﺮﻃﺎن ﻧﺎﺷﻲ
ﻣﺮگ و ﻣﻴﺮﻫﺎي ﻣﺮﺗﺒﻂ ﺑﺎ ﺳﺮﻃﺎن در اﻳﺮان  اﻳﺠﺎد ﻛﻨﻨﺪه
 ﺑﺎ ﻣﻘﺎﻳﺴﻪ در در اﻳﺮان، ﺳﺮﻃﺎن اﻳﻦ ﺑﺮوز ﻣﻴﺰان. (6)اﺳﺖ 
ﻣﻴﺎن اﻓﺮاد  در آن اﺳﺖ اﻣﺎ ﺑﺮوز ﻤﺘﺮﻛ ﻏﺮﺑﻲ ﻫﺎي ﻛﺸﻮر
آن اﺳﺖ  اﻧﺘﻈﺎر ﻣﻮرد ﻣﻘﺪار از ﺑﻴﺸﺘﺮ ﺑﺎ ﺳﻨﻴﻦ ﭘﺎﻳﻴﻦ ﺗﺮ
  .(7-9)
 ﺳﺮﻃﺎن ﺳﺎز زﻣﻴﻨﻪ زﻳﺎدي ﺧﻄﺮ ﻋﻮاﻣﻞ
 ﻫﺎي ﺗﻔﺎوت ﺟﻨﺲ، ﺳﻦ، :ﺷﺎﻣﻞ ﻛﻪ ﻛﻮﻟﻮرﻛﺘﺎل ﻫﺴﺘﻨﺪ
  ﻲ،ﺑﺪﻧ ﺗﻮده اﻟﻜﻞ، ﺷﺎﺧﺺ زﻳﺎد ﻣﺼﺮف ، ﻧﮋادي و ﻗﻮﻣﻲ
 ﻋﻼوه. ﻣﻲ ﺑﺎﺷﻨﺪ ﻓﻴﺰﻳﻜﻲ ﻛﻢ ﻓﻌﺎﻟﻴﺖ دﺧﺎﻧﻴﺎت و ﻣﺼﺮف
 ﺑﺮﺧﻲ از زﻧﺪﮔﻲ، ﺳﺒﻚ ﺑﻪ ﻣﺮﺑﻮط ﺧﻄﺮ ﻋﻮاﻣﻞ ﺑﺮ
  :ﭼﻜﻴﺪه
ﻛﻮﻟﻮرﻛﺘﺎل  ﺑﻴﻦ ﺳﻨﺪرم ﻣﺘﺎﺑﻮﻟﻴﻚ و اﺣﺘﻤﺎل ﺑﺮوز ﺳﺮﻃﺎن ﺑﺪﺧﻴﻢاﻃﻼﻋﺎت ﻛﻤﻲ در ﻣﻮرد راﺑﻄﻪ : زﻣﻴﻨﻪ و ﻫﺪف
ﻟﺬا از اﻳﻦ ﻣﻄﺎﻟﻌﻪ ﺑﻪ ﻣﻨﻈﻮر ﺑﺮرﺳﻲ ﻣﻘﺎﻳﺴﻪ اي ﺑﻴﻦ ﺿﺎﻳﻌﺎت ﻛﻠﻮرﻛﺘﺎل در اﻓﺮاد ﺑﺎ و ﺑﺪون ﺳﻨﺪرم . وﺟﻮد دارد
  .و اﻧﺠﺎم ﺷﺪه اﺳﺖ ﻲﻣﺘﺎﺑﻮﻟﻴﻚ ﻃﺮاﺣ
ﺑﺎﻣﻴﺎﻧﮕﻴﻦ ) ﺎﻻﺗﺮﺑ و ﺳﺎل 05ﺑﻴﻤﺎر 411ﻌﻪ ﺑﻪ ﺻﻮرت ﺗﻮﺻﻴﻔﻲ ﺗﺤﻠﻴﻠﻲ در ﺑﻴﻦ اﻳﻦ ﻣﻄﺎﻟ :روش ﺑﺮرﺳﻲ
ﺑﻌﺪ از اﻧﺠﺎم  .ﻣﺮاﺟﻌﻪ ﻛﻨﻨﺪه ﺑﻪ درﻣﺎﻧﮕﺎه ﺑﻴﻤﺎرﺳﺘﺎن ﺷﺮﻳﻌﺘﻲ اﺻﻔﻬﺎن اﻧﺠﺎم ﮔﺮﻓﺖ( ﺳﺎل 06/96±8/05ﺳﻨﻲ
ﻣﺘﺎﺑﻮﻟﻴﻚ ﺗﻘﺴﻴﻢ ﺷﺪﻧﺪ و ﺑﺮاي ﻫﺮ دو ﮔﺮوه ﻛﻮﻟﻮﻧﻮﺳﻜﻮﭘﻲ اﻧﺠﺎم  آزﻣﺎﻳﺸﺎت ﺑﻴﻤﺎران ﺑﻪ دو ﮔﺮوه ﺑﺎ و ﺑﺪون ﺳﻨﺪرم
ﻴﺸﺮﻓﺘﻪ و ﻳﺎ ﭘﻮﻟﻴﭗ آدﻧﻮم ﺑﺪون ﭘﺎﺗﻮﻟﻮژي ﭘﻴﺸﺮﻓﺘﻪ ﻧﻴﺰ ﺑﻪ ﺳﭙﺲ ﺑﺮ اﺳﺎس وﺟﻮد ﭘﻮﻟﻴﭗ آدﻧﻮم ﺑﺎ ﭘﺎﺗﻮﻟﻮژي ﭘ. ﺷﺪ
آزﻣﻮن ﻛﺎي اﺳﻜﻮر  از اﺳﺘﻔﺎده ﺑﺎ و SSPSاﻓﺰار  ﻧﺮم ﺗﻮﺳﻂ ﻫﺎ داده. دو ﮔﺮوه ﺗﻘﺴﻴﻢ و ﺑﺎ ﻳﻜﺪﻳﮕﺮ ﻣﻘﺎﻳﺴﻪ ﺷﺪﻧﺪ
  .ﺷﺪﻧﺪ ﺗﺤﻠﻴﻞ و ﺗﺠﺰﻳﻪ
اﻳﻦ  ٪24/2در  و. ﻣﺒﺘﻼ ﺑﻪ ﺳﻨﺪرم ﻣﺘﺎﺑﻮﻟﻴﻚ ﺑﻮدﻧﺪ ٪54/6، ﺷﺪﻧﺪﻣﻮرد ﺑﻴﻤﺎر ﻛﻪ وارد ﻣﻄﺎﻟﻌﻪ  911از  :ﻳﺎﻓﺘﻪ ﻫﺎ
اﻳﻦ در ﺣﺎﻟﻲ .  داﺷﺘﻨﺪژي ﭘﻴﺸﺮﻓﺘﻪ از اﻳﻦ ﭘﻮﻟﻴﭗ ﻫﺎي آدﻧﻮم ﭘﺎﺗﻮﻟﻮ ٪36/6اﻓﺮاد ﭘﻮﻟﻴﭗ آدﻧﻮم ﻣﺸﺎﻫﺪه ﺷﺪ ﻛﻪ 
 ٪52ﭘﻮﻟﻴﭗ ﻫﺎي آدﻧﻮم ﻣﺸﺎﻫﺪه ﺷﺪ ﻛﻪ از اﻳﻦ ﺗﻌﺪاد،  ،اﻓﺮاد ﺑﺪون ﺳﻨﺪرم ﻣﺘﺎﺑﻮﻟﻴﻚ ٪21/9اﺳﺖ ﻛﻪ ﻓﻘﻂ در 
  .(<P0/10) ﺑﻮد%( 71/5) ﺑﻴﺸﺘﺮاز زن ﻫﺎ (%14/5) ﻫﺎﺷﻴﻮع آدﻧﻮم در ﻣﺮد..داراي ﭘﺎﺗﻮﻟﻮژي ﭘﻴﺸﺮﻓﺘﻪ ﺑﻮدﻧﺪ
رود اﻓﺮاد ﻣﺒﺘﻼ ﺑﻪ ﺳﻨﺪرم ﻣﺘﺎﺑﻮﻟﻴﻚ زﻣﻴﻨﻪ ﺑﻴﺸﺘﺮي ﺟﻬﺖ ﺑﺮوز ﺿﺎﻳﻌﺎت ﻧﺌﻮﭘﻼﺳﺘﻴﻚ  اﺣﺘﻤﺎل ﻣﻲ :ﻧﺘﻴﺠﻪ ﮔﻴﺮي
ﻟﺬا ﻛﻮﻟﻮﻧﻮﺳﻜﻮﭘﻲ در ﺳﻨﻴﻦ ﭘﺎﻳﻴﻦ ﺗﺮ، در اﻳﻦ ﮔﺮوه داراي رﻳﺴﻚ ﻓﺎﻛﺘﻮر، ﺟﻬﺖ ﻏﺮﺑﺎﻟﮕﺮي و . داﺷﺘﻪ ﺑﺎﺷﻨﺪ
  .ﻛﻮﻟﻮرﻛﺘﺎل ﭘﻴﺸﻨﻬﺎد ﻣﻲ ﺷﻮد ﺪﺧﻴﻢﭘﻴﺸﮕﻴﺮي از ﺳﺮﻃﺎن ﺑ
  
  .ﻛﻮﻟﻮرﻛﺘﺎل ﺳﺮﻃﺎن، ﺳﻨﺪرم ﻣﺘﺎﺑﻮﻟﻴﻚ، ﭘﻮﻟﻴﭗ ﻛﻮﻟﻮن :ﻫﺎي ﻛﻠﻴﺪي واژه
  ﻫﻤﻜﺎران رﺣﻤﺖ اﻟﻪ رﻓﻴﻌﻲ و                                                                 رﻛﺘﻮم  و ﻛﻮﻟﻮن ﻧﺌﻮﭘﻼﺳﺘﻴﻚ ﺿﺎﻳﻌﺎت ﺑﺎ ﻣﺘﺎﺑﻮﻟﻴﻚ ﺳﻨﺪرم ارﺗﺒﺎط ﻛﻠﻴﻨﻴﻜﻲ ﻣﻄﺎﻟﻌﻪ
 
  ژﻧﺘﻴﻜﻲ ﻛﻪ ﺑﺼﻮرت اﺗﻮزوﻣﺎل ﻏﺎﻟﺐ ﺑﻪ ارث ﻋﻮاﻣﻞ
ﻛﻮﻟﻮن ﻳﺎ  ﺳﺮﻃﺎن ﺑﻪ اﺑﺘﻼ ﻓﺎﻣﻴﻠﻲ ﻣﻲ رﺳﻨﺪ، ﻣﺎﻧﻨﺪ ﺳﺎﺑﻘﻪ
 ،دﻧﻮﻛﺎرﺳﻴﻨﻮماﻫﺎي  ، ﭘﻮﻟﻴﭗ روده اﻟﺘﻬﺎﺑﻲ ﺑﻴﻤﺎري رﻛﺘﺎل،
، ()CCPNHﺑﺰرگ  روده ﭘﻮﻟﻴﭙﻲ ﺮﻏﻴ ﻓﺎﻣﻴﻠﻲ ﺳﺮﻃﺎن
 (01-21)ﻣﻲ ﺑﺎﺷﻨﺪ  ﻧﻴﺰ از ﻋﻮاﻣﻞ ﺧﻄﺮ اﻳﻦ ﻧﻮع ﺳﺮﻃﺎن
  .ﻛﻪ ﺑﺮﺧﻲ از اﻳﻦ ﻋﻮاﻣﻞ ﻗﺎﺑﻞ ﺣﺬف ﻳﺎ ﻛﺎﻫﺶ ﻣﻲ ﺑﺎﺷﻨﺪ
 ﺑﺎور اﻳﻦ ﺑﺮ ﻣﺤﻘﻘﻴﻦ و ﻋﻠﻤﻲ ﻣﻨﺎﺑﻊ از ﺑﺴﻴﺎري
ﻫﺎي  ﭘﻮﻟﻴﭗ از ﻛﻮﻟﻮرﻛﺘﺎل ﺳﺮﻃﺎﻧﻬﺎي ﺑﻴﺸﺘﺮ ﻛﻪ ﻫﺴﺘﻨﺪ
ﻣﻨﺸﺎء ﻣﻲ ﮔﻴﺮﻧﺪ و ﺳﭙﺲ ﺑﺎ ﭘﻴﺸﺮﻓﺖ  آدﻧﻮﻣﺎﺗﻮز ﺧﻴﻢ ﻮشﺧ
آﻫﺴﺘﻪ و ﻣﺮﺣﻠﻪ ﺑﻪ ﻣﺮﺣﻠﻪ ﺑﺎﻓﺖ ﺷﻨﺎﺳﻲ ﭘﻮﻟﻴﭗ ﻫﺎي 
ﺑﻪ  detarresآدﻧﻮﻣﺎﺗﻮز ﻫﻴﭙﺮﭘﻼﺳﺘﻴﻚ و آدﻧﻮم 
 ﻛﻞ از درﺻﺪ 58 .(71)آدﻧﻮﻛﺎرﺳﻨﻮﻣﺎ ﺗﺒﺪﻳﻞ ﻣﻲ ﺷﻮﻧﺪ 
  ﺗﺸﻜﻴﻞ آدﻧﻮﻛﺎرﺳﻴﻨﻮﻣﺎ را ﻛﻮﻟﻮرﻛﺘﺎل ﻫﺎي ﺳﺮﻃﺎن
 .ﺑﺎﺷﺪ آدﻧﻮﻣﺎﺗﻮز ﻣﻲ ﻫﺎي ﭘﻮﻟﻴﭗ ﻫﺎ آن زﻣﻴﻨﻪ ﻛﻪ دﻫﻨﺪ ﻣﻲ
 ﺗﺎ ﻛﺸﺪ ﻃﻮل ﻣﻲ ﺳﺎل 2- 6 ﺣﺪود آدﻧﻮﻣﺎﺗﻮز ﻫﺎي ﭘﻮﻟﻴﭗ
 ﺷﻨﺎﺳﺎﻳﻲ ﻣﺪت ﻗﺎﺑﻞ اﻳﻦ در و در آﻳﺪ ﻛﺎرﺳﻴﻨﻮﻣﺎ ﺻﻮرت ﺑﻪ
دوره  ﻳﻚ ﻛﻮﻟﻮرﻛﺘﺎل ﺳﺮﻃﺎن ﻛﻪ آﻧﺠﺎﻳﻲ از. ﺑﺎﺷﺪ ﻣﻲ
 دوره اﻳﻦ در اﮔﺮ دارد، ﻋﻼﻣﺖ ﺑﺪون ﻣﺪت ﻧﻲﻃﻮﻻ
  .(81- 02)اﺳﺖ  درﻣﺎن ﻗﺎﺑﻞ اﻏﻠﺐ ﺷﻮد، ﺗﺸﺨﻴﺺ داده
 اﺧﺘﻼﻻت از اي ﻣﺠﻤﻮﻋﻪ ﺑﻪ ﺳﻨﺪرم ﻣﺘﺎﺑﻮﻟﻴﻚ
 ﻫﺮ در آﻧﻬﺎ ﻫﻤﺰﻣﺎن وﻗﻮع ﻛﻪ ﺷﻮد اﻃﻼق ﻣﻲ ﻣﺘﺎﺑﻮﻟﻴﻚ
 ﻨﻬﺎﻳﻲﺗ ﺑﻪ ﻳﻚ ﻫﺮ اﺣﺘﻤﺎﻟﻲ وﻗﻮع از ﺧﻄﺮ ﺑﻴﺸﺘﺮ ﺷﺨﺺ
 ﭘﺎﻧﻞ ﺗﻌﺮﻳﻒ ﺳﺎزﻣﺎن ﺑﻬﺪاﺷﺖ ﺟﻬﺎﻧﻲ و ﻣﻄﺎﺑﻖ .اﺳﺖ
 ﻛﻠﺴﺘﺮول ﻣﻠﻲ آﻣﻮزش ﺑﺮﻧﺎﻣﻪ ،(III PTA)درﻣﺎﻧﻲ ﺑﺎﻟﻐﻴﻦ 
 ﺳﻨﺪرم ،اﺳﺖ ﺷﺪه اراﻳﻪ (PECN)اﻳﺎﻻت ﻣﺘﺤﺪه 
 ﻋﻮاﻣﻞ ﻣﺠﻤﻮﻋﻪ از ﻳﺎ ﺑﻴﺸﺘﺮ ﺗﺎ 3 وﺟﻮد ﺑﻪ ﻣﺘﺎﺑﻮﻟﻴﻚ
 اﻓﺰاﻳﺶ ﭘﻼﺳﻤﺎ، ﻧﺎﺷﺘﺎي ﺳﻄﺢ ﮔﻠﻮﻛﺰ اﻓﺰاﻳﺶ :ﺷﺎﻣﻞ
 ﻛﻠﺴﺘﺮول، LDHﺳﻄﺢ  ﻫﺶﮔﻠﻴﺴﺮﻳﺪﻫﺎ، ﻛﺎ ﻣﻴﺰان ﺗﺮي
 ﮔﻔﺘﻪ ﻣﻲ ﺷﻮد ﺷﻜﻤﻲ ﭼﺎﻗﻲ ﺧﻮن و ﻓﺸﺎر اﻓﺰاﻳﺶ
 .(22،12)
 03دﻫﻨﺪ ﻛﻪ اﻓﺮاد دﻳﺎﺑﺘﻲ  ﻣﻄﺎﻟﻌﺎت ﻧﺸﺎن ﻣﻲ
درﺻﺪ ﺑﻴﺸﺘﺮ از اﻓﺮاد ﻏﻴﺮ دﻳﺎﺑﺘﻲ ﺷﺎﻧﺲ اﺑﺘﻼ ﺑﻪ اﻧﻮاع 
ﺑﺮرﺳﻲ ﻫﺎ ﻧﺸﺎن ﻫﻤﭽﻨﻴﻦ . ﺳﺮﻃﺎن ﻫﺎي ﻛﻠﻮرﻛﺘﺎل را دارﻧﺪ
ﻣﻲ دﻫﺪ ﻛﻪ ﺑﺮوز ﻛﻠﻲ ﺳﺮﻃﺎن در ﻣﺮدان ﻣﺒﺘﻼ ﺑﻪ دﻳﺎﺑﺖ 
ﺑﻴﻦ  و (32)درﺻﺪ ﺑﻴﺸﺘﺮ از ﺟﻤﻌﻴﺖ ﻋﻤﻮﻣﻲ اﺳﺖ  72
ﻟﺬا اﻳﻦ . (42)ﺳﺮﻃﺎن رﻛﺘﻮم و دﻳﺎﺑﺖ ارﺗﺒﺎط وﺟﻮد دارد
ﻓﺮﺿﻴﻪ ﻣﻄﺮح ﻣﻴﮕﺮدد ﻛﻪ اﺣﺘﻤﺎﻻ ﻣﻴﺰان اﺑﺘﻼ ﺑﻪ اﻳﻦ 
ﺑﺎﺷﺪ و ﺑﺘﻮان در  ﻫﺎ در ﺳﻨﺪرم ﻣﺘﺎﺑﻮﻟﻴﻚ ﻧﻴﺰ ﺑﺎﻻ ﺳﺮﻃﺎن
ﺑﻌﺪ وﺳﻴﻊ ﺗﺮ اﻳﻦ ﺳﻨﺪرم را ﻧﻴﺰ ﺑﻪ ﻋﻨﻮان ﻋﺎﻣﻞ ﺧﻄﺮ ﺑﺮاي 
از اﻳﻦ رو ﻫﺪف اﻳﻦ ﻣﻄﺎﻟﻌﻪ ﺑﺮرﺳﻲ . ﻃﺎن ﻣﻌﺮﻓﻲ ﻛﺮدﺳﺮ
ﻣﻘﺎﻳﺴﻪ اي ﺑﻴﻦ ﺿﺎﻳﻌﺎت ﻛﻮﻟﻮرﻛﺘﺎل در اﻓﺮاد ﺑﺎ و ﺑﺪون 
 .ﺑﻮده اﺳﺖ  ﺳﻨﺪرم
  
  :روش ﺑﺮرﺳﻲ
 0931ﻛﻪ در ﺳﺎل  ﺗﺤﻠﻴﻠﻲ -اﻳﻦ ﻣﻄﺎﻟﻌﻪ ﺗﻮﺻﻴﻔﻲ
ﻣﻴﺎﻧﮕﻴﻦ  ﺑﺎ) ﺑﺎﻻﺗﺮ و ﺳﺎل 05ﺑﻴﻤﺎر  911در ﺑﻴﻦ 
ﻛﻪ ﺟﻬﺖ ﻏﺮﺑﺎﻟﮕﺮي ﺳﺮﻃﺎن ( ﺳﺎل 06/96 ±8/05ﺳﻨﻲ
ﻮن ﺑﻪ درﻣﺎﻧﮕﺎه ﺑﻴﻤﺎرﺳﺘﺎن ﺷﺮﻳﻌﺘﻲ اﺻﻔﻬﺎن ﻣﺮاﺟﻌﻪ ﻛﻮﻟ
ﻣﻄﺎﻟﻌﻪ  ﺑﻪ ورود ﻣﻌﻴﺎرﻫﺎي. ﻛﺮده ﺑﻮدﻧﺪ اﻧﺠﺎم ﮔﺮﻓﺖ
 ﺳﺮﻃﺎنﺷﺎﻣﻞ ﻧﺪاﺷﺘﻦ ﺷﺮح ﺣﺎل ﻓﺎﻣﻴﻠﻲ و ﺷﺨﺼﻲ 
، ﻛﻢ ﺧﻮﻧﻲ، ﺑﻴﻤﺎري اﻟﺘﻬﺎﺑﻲ روده و ﻛﺎﻫﺶ ﻛﻮﻟﻮرﻛﺘﺎل
 ﺷﺮح ﺣﺎل ﻓﺎﻣﻴﻠﻲ و ﺷﺨﺼﻲ ﻛﻪ ﻲﺑﻴﻤﺎراﻧو  .داﺷﺘﻨﺪوزن 
  ده ﻳﺎ ﻛﺎﻫﺶ وزن ﻛﻢ ﺧﻮﻧﻲ ﻳﺎ ﺑﻴﻤﺎري اﻟﺘﻬﺎﺑﻲ رو
ﭘﺲ از ﮔﺮﻓﺘﻦ ﺷﺮح . از ﻣﻄﺎﻟﻌﻪ ﺧﺎرج ﺷﺪﻧﺪ داﺷﺘﻪ اﻧﺪ
ﺣﺎل و ﭘﺮ ﻛﺮدن ﻓﺮم رﺿﺎﻳﺖ ﻧﺎﻣﻪ ﺑﺮاي ﺑﻴﻤﺎران، اﻓﺮاد 
ﻣﻌﺎﻳﻨﻪ ﻓﻴﺰﻳﻜﻲ ﺷﺪﻧﺪ، ﻓﺸﺎر ﺧﻮن آﻧﻬﺎ اﻧﺪازه ﮔﻴﺮي ﺷﺪ و 
ﺗﺮي ﮔﻠﻴﺴﺮﻳﺪ، )ﺟﻬﺖ اﻧﺠﺎم آزﻣﺎﻳﺸﺎت ﺑﻴﻮﺷﻴﻤﻴﺎﻳﻲ 
 .ﺑﻪ آزﻣﺎﻳﺸﮕﺎه ﻣﻌﺮﻓﻲ ﺷﺪﻧﺪ (SBF و LDH، ﻛﻠﺴﺘﺮول
ﻴﻦ ﺗﻤﺎم اﻓﺮاد ﺟﻬﺖ ﺗﻌﻴﻴﻦ ﻗﺪ، وزن و ﻓﺸﺎرﺧﻮن ﺑﺮ ﻫﻤﭽﻨ
ﺑﺮاي . ﻣﻮرد ﻣﻌﺎﻳﻨﻪ ﻗﺮار ﮔﺮﻓﺘﻨﺪ OHWاﺳﺎس ﻣﻌﻴﺎر ﻫﺎي 
 41 ZMA ﻣﺪل) اﻧﺪازه ﮔﻴﺮي وزن از ﺗﺮازوي دﻳﺠﻴﺘﺎل
ﭘﻮﺷﺶ  ﺣﺪاﻗﻞ ﮔﺮم و، ﺑﺎ 001 دﻗﺖ ﺑﺎ( ﺳﺎﺧﺖ ژاﭘﻦ
 ﻗﺪ آﻧﻬﺎ ﻧﻴﺰ ﺑﺎ ﻳﻚ ﻣﺘﺮ اﻧﺪازه ﮔﻴﺮي ﻗﺪ،. اﺳﺘﻔﺎده ﺷﺪ
. ﺳﺎﻧﺘﻲ ﻣﺘﺮ ﺗﻌﻴﻴﻦ ﮔﺮدﻳﺪ 0/5دﻗﺖ  ﺑﺎ ﻛﻔﺶ، و ﺑﺪون
وزن /ﺑﺮ اﺳﺎس ﻓﺮﻣﻮل ﻣﺠﺬور ﻗﺪ ﺷﺎﺧﺺ ﺗﻮده ﺑﺪﻧﻲ ﻓﺮد
ﻧﺘﺎﻳﺞ آزﻣﺎﻳﺸﺎت اﻓﺮاد ﻛﺴﺐ ﺑﻌﺪ از  (52) ﺗﻌﻴﻴﻦ ﮔﺮدﻳﺪ
ﻣﻮرد ﻣﻄﺎﻟﻌﻪ ﺑﺮﺣﺴﺐ داﺷﺘﻦ و ﻳﺎ ﻧﺪاﺷﺘﻦ ﺷﺮط ﻻزم ﺑﻪ 
دو ﮔﺮوه ﺑﺎ و ﺑﺪون ﺳﻨﺪرم ﻣﺘﺎﺑﻮﻟﻴﻚ ﺗﻘﺴﻴﻢ ﺷﺪﻧﺪ و از 
ﻫﺮ دو ﮔﺮوه ﺧﻮاﺳﺘﻪ ﺷﺪ ﺟﻬﺖ اﻧﺠﺎم ﻛﻮﻟﻮﻧﻮﺳﻜﻮﭘﻲ 
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ﻛﻮﻟﻮﻧﻮﺳﻜﻮﭘﻲ ﺑﺎ دﺳﺘﮕﺎه وﻳﺪﺋﻮﻳﻲ ﻓﻮﺟﻴﻨﻮن .آﻣﺎده ﺷﻮﻧﺪ
ﻣﺎدﮔﻲ ﺟﻬﺖ آ. ﺳﺎﺧﺖ ﻛﺸﻮر ژاﭘﻦ اﻧﺠﺎم ﺷﺪ 0022
اﻓﺮاد ﺑﺮاي ﻛﻮﻟﻮﻧﻮﺳﻜﻮﭘﻲ از ﭘﻮدر ﭘﻴﺪروﻻﻛﺲ اﺳﺘﻔﺎده 
ﺷﺪ و ﻗﺒﻞ از اﻧﺠﺎم ﻛﻮﻟﻮﻧﻮﺳﻜﻮﭘﻲ ﺑﺮاي اﻓﺮاد ﺗﺰرﻳﻖ 
و ﺗﺮاﻣﺎدول ( 5 gm)، ﻣﻴﺪازوﻻم (02gm)آﻣﭙﻮل ﻫﻴﻮﺳﻴﻦ 
ﺑﺮ ﺣﺴﺐ وﺟﻮد ﻳﺎ ﻋﺪم وﺟﻮد . اﻧﺠﺎم ﺷﺪ (001gm)
ﻧﻤﻮﻧﻪ ﺑﻴﻮﭘﺴﻲ . ﭘﻮﻟﻴﭗ اﻓﺮاد ﺑﻪ دو ﮔﺮوه ﺗﻘﺴﻴﻢ ﺷﺪﻧﺪ
. ﻚ ﭘﺎﺗﻮﻟﻮژﻳﺴﺖ ﻣﺠﺮب ﺑﺮرﺳﻲ ﺷﺪﭘﻮﻟﻴﭗ ﻫﺎ ﺗﻮﺳﻂ ﻳ
ﻧﻤﻮﻧﻪ ﻫﺎ ﺑﺮ اﺳﺎس اﻳﻨﻜﻪ ﭘﻮﻟﻴﭗ آدﻧﻮم ﻳﺎ ﻏﻴﺮآدﻧﻮم و اﻳﻨﻜﻪ 
آدﻧﻮم ﺑﺎ ﭘﺎﺗﻮﻟﻮژي ﭘﻴﺸﺮﻓﺘﻪ و ﻳﺎ ﭘﻮﻟﻴﭗ آدﻧﻮم ﺑﺪون 
ﻧﻴﺰ ﺑﻪ دو ﮔﺮوه ﺗﻘﺴﻴﻢ  داﺷﺘﻪ ﺑﺎﺷﻨﺪ ﭘﺎﺗﻮﻟﻮژي ﭘﻴﺸﺮﻓﺘﻪ
  (.1ﺗﺼﻮﻳﺮ ﺷﻤﺎره ) ﺷﺪﻧﺪ
 SSPS آﻣﺎري اﻓﺰار م ﻧﺮ ﺑﻪ اﻃﻼﻋﺎت ﻧﻬﺎﻳﺖ، در
 ﻣﻮرد آزﻣﻮن ﻛﺎي اﺳﻜﻮر از اﺳﺘﻔﺎده ﺑﺎ وﺷﺪﻧﺪ وارد 
 ازﻧﻴﺰ ﺗﻮﺻﻴﻔﻲ  آﻧﺎﻟﻴﺰ در. ﻨﺪﮔﺮﻓﺘ ﻗﺮار ﺗﺤﻠﻴﻞ و ﺗﺠﺰﻳﻪ
و  .ﺷﺪ ﻓﺮاواﻧﻲ اﺳﺘﻔﺎده درﺻﺪ ﻣﺮﻛﺰي ﻫﺎي ﺷﺎﺧﺺ
 ﺿﻤﻨﺎ،ً. ﻧﻈﺮﮔﺮﻓﺘﻪ ﺷﺪ ﻣﻌﻨﺎدار در <P0/50 ﻣﻌﻨﺎداريﺳﻄﺢ 
وارد  ﻫﺎ آن ﻧﺎم ذﻛﺮ ﺑﺪون ﺑﺮرﺳﻲ ﻣﻮرد اﻓﺮاد اﻃﻼﻋﺎت
 ﻧﺰد و ﺮدﻳﺪﮔ اﻃﻼﻋﺎت آوري ﺟﻤﻊ ﻫﺎي ﻓﺮم
 ﻣﺤﻘﻘﻴﻦاﺳﺖ ﻛﻪ  ﻻزم ﺑﻪ ذﻛﺮ .ﻣﺎﻧﺪ ﭘﮋوﻫﺸﮕﺮان ﻣﺤﻔﻮظ
 ي اﺻﻮل ﻋﻬﺪﻧﺎﻣﻪ ﺑﻪ ﭘﮋوﻫﺶ اﻳﻦ ﻣﺮاﺣﻞ ﺗﻤﺎﻣﻲ در
  .ﺑﻮدﻧﺪ ﭘﺎﻳﺒﻨﺪ ﻫﻠﺴﻴﻨﻜﻲ
  
  
  اﻧﺠﺎم آزﻣﺎﻳﺸﺎت ﻻزم                                                                                 
                        
                                                      
  
      
  
  
  
  
  
  
  
  
  
  ﻃﺮح ﺷﻤﺎﺗﻴﻚ ﻣﻄﺎﻟﻌﻪ ﻛﻠﻴﻨﻴﻜﻲ ارﺗﺒﺎط ﺳﻨﺪرم ﻣﺘﺎﺑﻮﻟﻴﻚ ﺑﺎ ﺿﺎﻳﻌﺎت ﻧﺌﻮﭘﻼﺳﺘﻴﻚ ﻛﻮﻟﻮن ورﻛﺘﻮم :1ﺗﺼﻮﻳﺮ ﺷﻤﺎره 
  
  
 ﺳﺎل و ﺑﺎﻻﺗﺮ05ﺑﻴﻤﺎر911
 (ﻧﻔﺮ26)ﻋﺪم اﺑﺘﻼ ﺑﻪ ﺳﻨﺪرم ﻣﺘﺎﺑﻮﻟﻴﻚ
   ارﺳﺎل ﻧﻤﻮﻧﻪ ﻫﺎي ﺑﻴﻮﭘﺴﻲ ﺑﺮاي ﭘﺎﺗﻮﻟﻮژﻳﺴﺖ
 ﻧﻔﺮ ﻣﻄﺎﻟﻌﻪ را ﺗﺮك ﻛﺮدﻧﺪ 5
 ﻋﺪم ﺗﺸﺨﻴﺺ ﭘﻮﻟﻴﭗ ادﻧﻮم
  (ﻧﻔﺮ 03)
 ﻲاﻧﺠﺎم ﻛﻮﻟﻮﻧﻮﺳﻜﻮﭘ اﻧﺠﺎم ﻛﻮﻟﻮﻧﻮﺳﻜﻮﭘﻲ
 (ﻧﻔﺮ 25)اﺑﺘﻼ ﺑﻪ ﺳﻨﺪرم ﻣﺘﺎﺑﻮﻟﻴﻚ 
   ارﺳﺎل ﻧﻤﻮﻧﻪ ﻫﺎي ﺑﻴﻮﭘﺴﻲ ﺑﺮاي ﭘﺎﺗﻮﻟﻮژﻳﺴﺖ
م ﺗﺸﺨﻴﺺ ﭘﻮﻟﻴﭗ ادﻧﻮ
  (ﻧﻔﺮ22)
 ﺗﺸﺨﻴﺺ ﭘﻮﻟﻴﭗ ادﻧﻮم
 (ﻧﻔﺮ8)
  ﻋﺪم ﺗﺸﺨﻴﺺ ﭘﻮﻟﻴﭗ ادﻧﻮم
  (ﻧﻔﺮ45)
ﺗﺸﺨﻴﺺ آدﻧﻮم ﺑﺪون 
  (ﻧﻔﺮ 8) ﭘﺎﺗﻮﻟﻮژي ﭘﻴﺸﺮﻓﺘﻪ
ﺗﺸﺨﻴﺺ آدﻧﻮم ﺑﺎ ﭘﺎﺗﻮﻟﻮژي 
  (ﻧﻔﺮ 41) ﭘﻴﺸﺮﻓﺘﻪ
ﺗﺸﺨﻴﺺ آدﻧﻮم ﺑﺪون 
  (ﻧﻔﺮ 6) ﭘﺎﺗﻮﻟﻮژي ﭘﻴﺸﺮﻓﺘﻪ
ﺗﺸﺨﻴﺺ آدﻧﻮم ﺑﺎ
  (ﻧﻔﺮ 2) ﭘﺎﺗﻮﻟﻮژي ﭘﻴﺸﺮﻓﺘﻪ
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  :ﺑﺤﺚ
 1ﻛﻪ وارد ﻣﻄﺎﻟﻌﻪ ﺷﺪﻧﺪ  يﻣﻮرد ﺑﻴﻤﺎر 911از 
آزﻣﺎﻳﺸﺎت و ﻛﻮﻟﻮﻧﻮﺳﻜﻮﭘﻲ ﻣﺮاﺟﻌﻪ ﻣﻮرد ﺑﻌﺪ از اﻧﺠﺎم 
ﻣﻮرد ﻧﻴﺰ در ﻃﻲ ﻛﻮﻟﻮﻧﻮﺳﻜﻮﭘﻲ آﻣﺎدﮔﻲ ﻛﺎﻣﻞ  4ﻧﻜﺮد و 
  .ﻧﻔﺮ ﻣﻮرد ﺑﺮرﺳﻲ ﻗﺮار ﮔﺮﻓﺘﻨﺪ 411ﻧﺪاﺷﺘﻨﺪ و 
ﻓﺮاواﻧﻲ وﻳﮋﮔﻲ ﻫﺎي  ﻧﺘﺎﻳﺞ ﺗﻌﺪاد و درﺻﺪ
ﻧﺸﺎن دادﻛﻪ  دﻣﻮﮔﺮاﻓﻴﻚ و ﺑﺎﻟﻴﻨﻲ اﻓﺮاد ﺷﺮﻛﺖ ﻛﻨﻨﺪه
ﺷﺎﺧﺺ  داراي ﺟﻨﺴﻴﺖ ﻣﻮﻧﺚ ﺑﻮده اﻧﺪ( % 46) ﺑﻴﺸﺘﺮ اﻓﺮاد
ﺑﺪﺳﺖ آﻣﺪ و  03در اﻛﺜﺮ اﻓﺮاد ﺑﺎﻻﺗﺮ از  ده ﺑﺪﻧﻲﺗﻮ
و ﻣﻴﺎﻧﮕﻴﻦ ﺳﻦ  ﺳﺎل 06/46±8/06ﻣﻴﺎﻧﮕﻴﻦ ﺳﻦ زﻧﺎن
ﻫﻤﭽﻨﻴﻦ ﻣﺸﺎﻫﺪه  ﭘﻮﻟﻴﭗ . ﺑﻮدﺳﺎل  06 /87 ±8/44ﻣﺮدان 
ﺑﻴﺸﺘﺮ از آدﻧﻮم در اﻓﺮادي ﻛﻪ ﺳﻨﺪرم ﻣﺘﺎﺑﻮﻟﻴﻚ داﺷﺘﻨﺪ 
اﻓﺮاد ﻏﻴﺮ ﻣﺒﺘﻼ ﺑﻮد وآدﻧﻮم ﺑﺎ ﭘﺎﺗﻮﻟﻮژي ﭘﻴﺸﺮﻓﺘﻪ ﺑﺎﻻﺗﺮﻳﻦ 
 ﻣﺒﺘﻼ ﺑﻪ ﺳﻨﺪرم ﻣﺘﺎﺑﻮﻟﻴﻚ ﻧﺸﺎن داد ﻓﺮادﻣﻴﺰان را درا
 (.1ﺟﺪول ﺷﻤﺎره )
  
  ﻪﺑﺎﻟﻴﻨﻲ اﻓﺮاد ﺷﺮﻛﺖ ﻛﻨﻨﺪه در ﻣﻄﺎﻟﻌ ﻓﺮاواﻧﻲ وﻳﮋﮔﻲ ﻫﺎي دﻣﻮﮔﺮاﻓﻴﻚ و درﺻﺪ :1ﺷﻤﺎره ﺟﺪول
  
  (درﺻﺪ ﻓﺮاواﻧﻲ)ﺗﻌﺪاد   وﻳﮋﮔﻲ اﻓﺮاد
 14(63)  ﻣﺮد     ﺟﻨﺲ
  (IMB)ﺷﺎﺧﺺ ﺗﻮده ﺑﺪﻧﻲ 
 08(07/2) <IMB 03
 43(92/3) ≥IMB 03
  ﻣﺘﺎﺑﻮﻟﻴﻚﺳﻨﺪرم 
 25(54/6) اﺑﺘﻼ
 26(45/4) اﺑﺘﻼﻋﺪم
  آدﻧﻮم ﭗﺳﻨﺪرم ﻣﺘﺎﺑﻮﻟﻴﻚ و ﭘﻮﻟﻴ
 22(24/2)  آدﻧﻮمﭗﭘﻮﻟﻴﺗﺸﺨﻴﺺ
 03(75/7)  آدﻧﻮم ﭗﭘﻮﻟﻴﻋﺪم ﺗﺸﺨﻴﺺ
  آدﻧﻮم ﭗﭘﻮﻟﻴﺗﺸﺨﻴﺺ ﻋﺪم اﺑﺘﻼ ﺑﻪ ﺳﻨﺪرم ﻣﺘﺎﺑﻮﻟﻴﻚ و 
 8(21/9)  آدﻧﻮمﭗﭘﻮﻟﻴﺗﺸﺨﻴﺺ
 45(78/1)  آدﻧﻮم ﭗﭘﻮﻟﻴﻋﺪم ﺗﺸﺨﻴﺺ
  ﻴﻚ و ﭘﺎﺗﻮﻟﻮژي آدﻧﻮمﺳﻨﺪرم ﻣﺘﺎﺑﻮﻟ
 41(36/6)  ﭘﻴﺸﺮﻓﺘﻪﭘﺎﺗﻮﻟﻮژي ﺑﺎآدﻧﻮم
 8(63/4) ﭘﺎﺗﻮﻟﻮژي ﭘﻴﺸﺮﻓﺘﻪﺪونآدﻧﻮم ﺑ
  ﻋﺪم اﺑﺘﻼ ﺑﻪ ﺳﻨﺪرم ﻣﺘﺎﺑﻮﻟﻴﻚ و ﭘﺎﺗﻮﻟﻮژي آدﻧﻮم
 2(52) آدﻧﻮم ﺑﺎ ﭘﺎﺗﻮﻟﻮژي ﭘﻴﺸﺮﻓﺘﻪ
 6(57) ﭘﺎﺗﻮﻟﻮژي ﭘﻴﺸﺮﻓﺘﻪﺪونآدﻧﻮم ﺑ
  
  ﻓﺮاواﻧﻲ  درﺻﺪ ﻧﺘﺎﻳﺞ ﺣﺎﺻﻞ از ﺗﻌﺪاد و
اﻓﺮاد ﻣﺒﺘﻼ ﺑﻪ ﺳﻨﺪرم ﻣﺘﺎﺑﻮﻟﻴﻚ و وﺟﻮد ﻳﺎ وﻳﮋﮔﻲ ﻫﺎي 
ﻧﺸﺎن داد  ﻋﺪم وﺟﻮد ﭘﻮﻟﻴﭗ آدﻧﻮم ﺑﺎ ﭘﺎﺗﻮﻟﻮژي ﭘﻴﺸﺮﻓﺘﻪ
ﻛﻪ ﺑﻴﻦ دوﺟﻨﺲ در اﻓﺮاد ﻣﺒﺘﻼ ﺑﻪ ﺳﻨﺪرم ﻣﺘﺎﺑﻮﻟﻴﻚ و 
؛ (<P0/10) داراي آدﻧﻮم اﺧﺘﻼف ﻣﻌﻨﺎداري وﺟﻮد دارد
اﺑﺘﻼ ﺑﻪ داري در ﺷﻴﻮع  ﺑﻴﻦ دو ﺟﻨﺲ اﺧﺘﻼف ﻣﻌﻨﻲ وﻟﻲ
(. >P0/50) ﻧﺪارد ﺮﻓﺘﻪ وﺟﻮدﻟﻮژي ﭘﻴﺸﻮﭘﻮﻟﻴﭗ ﺑﺎ ﭘﺎﺗ
ﺷﻴﻮع ﭘﻮﻟﻴﭗ آدﻧﻮم ﺑﺎ ﭘﺎﺗﻮﻟﻮژي ﭘﻴﺸﺮﻓﺘﻪ در ﺑﻴﻦ ﻫﻤﭽﻨﻴﻦ 
ﺑﺮاﺑﺮ ﻳﺎ ﺑﻴﺸﺘﺮ  و 03ﺷﺎﺧﺺ ﺗﻮده ﺑﺪﻧﻲ ﻛﻤﺘﺮ ازﺑﻴﻤﺎران ﺑﺎ 
ﺟﺪول ) (>P0/50) ف ﻣﻌﻨﺎداري ﻧﺸﺎن ﻧﺪادﺧﺘﻼ 03از
  .(2ﺷﻤﺎره
  
  ﻫﻤﻜﺎران رﺣﻤﺖ اﻟﻪ رﻓﻴﻌﻲ و                                                                  رﻛﺘﻮم  و ﻛﻮﻟﻮن ﻧﺌﻮﭘﻼﺳﺘﻴﻚ ﺿﺎﻳﻌﺎت ﺑﺎ ﻣﺘﺎﺑﻮﻟﻴﻚ ﺳﻨﺪرم ارﺗﺒﺎط ﻛﻠﻴﻨﻴﻜﻲ ﻣﻄﺎﻟﻌﻪ 
  
 
ﺟﻮد ﭘﻮﻟﻴﭗ و وﺟﻮد ﭘﻮﻟﻴﭗ ﺑﺎ و و ،ﻓﺮاواﻧﻲ وﻳﮋﮔﻲ ﻫﺎي اﻓﺮاد ﻣﺒﺘﻼ ﺑﻪ ﺳﻨﺪرم ﻣﺘﺎﺑﻮﻟﻴﻚ درﺻﺪ :2ﺷﻤﺎرهﺟﺪول 
  ﭘﺎﺗﻮﻟﻮژي ﭘﻴﺸﺮﻓﺘﻪ
 P  ﭘﻮﻟﻴﭗ آدﻧﻮم و وﺟﻮدﺳﻨﺪرم ﻣﺘﺎﺑﻮﻟﻴﻚ   وﻳﮋﮔﻲ اﻓﺮاد
ﭘﺎﺗﻮﻟﻮژي آدﻧﻮم ﺑﺎ ﭘﺎﺗﻮﻟﻮژي ﭘﻴﺸﺮﻓﺘﻪ 
 P  در اﻓﺮاد ﻣﺒﺘﻼ ﺑﻪ ﺳﻨﺪرم ﻣﺘﺎﺑﻮﻟﻴﻚ
  (درﺻﺪ ﻓﺮاواﻧﻲ) ﺗﻌﺪاد (درﺻﺪ ﻓﺮاواﻧﻲ)ﺗﻌﺪاد
  ﺟﻨﺲ
  0/069  7(35/8)  0/600 31(71/8)  زن
  0/069 9(25/9)  0/600 71(14/5)  ﻣﺮد
  (IMB)ﺗﻮده ﺑﺪﻧﻲ  ﻧﻤﺎﻳﻪ
  0/001 41(36/6) 0/666 22(72/5) <IMB 03
  0/001 2(52) 0/666 8(32/5) ≥IMB 03
 
 :ﺑﺤﺚ
 و درﻣﺎﻧﻲ اﻳﻨﻜﻪ در زﻣﻴﻨﻪ ﻋﻠﻴﺮﻏﻢ ﻣﺘﺄﺳﻔﺎﻧﻪ
 ﮔﺮﻓﺘﻪ، اﻣﺎ ﻫﺎي ﺧﻮﺑﻲ ﺻﻮرت ﺟﺮاﺣﻲ ﭘﻴﺸﺮﻓﺖ
 ﺳﺮﻃﺎن از ﻧﺎﺷﻲ و ﻣﻴﺮ ﻣﺮگ ﻣﻴﺰان در اﻧﺪﻛﻲﺗﻐﻴﻴﺮ
 ﺷﺪه ﮔﺬﺷﺘﻪ اﻳﺠﺎد ﺳﺎل 04 ﻃﻲ در ﻛﺘﺎلﻛﻮﻟﻮر
 ﺑﻬﺘﺮﻳﻦ ﮔﺰﻳﻨﻪ ﺣﺎﺿﺮ ﺣﺎل در رﺳﺪ ﻣﻲ ﻧﻈﺮ ﺑﻪ.اﺳﺖ 
ﺳﺮﻃﺎن  از ﻧﺎﺷﻲ ﻣﻴﺮ و ﻣﺮگ ﻛﺎﻫﺶ ﺟﻬﺖ
در اﻳﺠﺎد . (62)ﺑﺎﺷﺪ  آن ﻣﻲ ﻏﺮﺑﺎﻟﮕﺮي ﻛﻮﻟﻮرﻛﺘﺎل
ﻫﺎي ﻛﻮﻟﻮرﻛﺘﺎل ﻋﻮاﻣﻞ ارﺛﻲ، ﻓﺎﻣﻴﻠﻲ، ﺳﻦ،  ﭘﻮﻟﻴﭗ
اي ﻣﺼﺮف ﺳﻴﮕﺎر و اﻟﻜﻞ، اﻧﻮاع  ﺟﻨﺲ، ﺗﻐﺬﻳﻪ
اﻧﺪ و  ﻫﺎ و ﻛﻮﻟﻪ ﺳﻴﺘﺴﻜﺘﻮﻣﻲ ﺷﻨﺎﺳﺎﻳﻲ ﺷﺪه ﻛﻮﻟﻴﺖ
ﻣﻄﺎﻟﻌﺎت ﻧﻘﺶ ﭼﺎﻗﻲ ﺷﻜﻤﻲ دﻳﺎﺑﺖ ﻛﻪ از  اًاﺧﻴﺮ
در ﺷﻴﻮع  را ﻣﺎرﻛﺮﻫﺎي ﺳﻨﺪرم ﻣﺘﺎﺑﻮﻟﻴﻚ ﻫﺴﺘﻨﺪ
 .(72)ﻧﺪ ا ﻛﻮﻟﻮرﻛﺘﺎل دﺧﻴﻞ داﻧﺴﺘﻪﺳﺮﻃﺎن 
ارﺗﺒﺎط وزن،  ﺗﻌﻴﻴﻦ ﻛﻪ ﺑﻪ ﻣﻨﻈﻮر اي در ﺑﺮرﺳﻲ
ﻫﺎي ﻓﻴﺰﻳﻜﻲ و ﺳﺮﻃﺎن ﻫﺎي  ﭼﺎﻗﻲ، ﺳﻄﺢ ﻓﻌﺎﻟﻴﺖ
 2ﺳﺎل و ﻫﺮ  02ﻛﻮﻟﻮرﻛﺘﺎل اﻧﺠﺎم ﮔﺮﻓﺖ اﻓﺮاد ﺑﻪ ﻣﺪت 
  ﺑﺮ اﻳﻦ اﺳﺎس اﻓﺮادي ﻛﻪ . ﻧﺪﺷﺪ ﺳﺎل ﻳﻜﺒﺎر ارزﻳﺎﺑﻲ
در ﻫﻔﺘﻪ ﺑﻮد  12ﻫﺎ ﺑﻴﺶ از  ي ﻣﻌﺎدل ﻣﺘﺎﺑﻮﻟﻴﻚ آن ﻧﻤﺮه
ﻧﺴﺒﺖ ﺑﻪ  ،%45 (ksiR evitaleR) ﺧﻄﺮ ﻧﺴﺒﻲداراي 
در  12ﻫﺎ ﻛﻤﺘﺮ از  اﻓﺮادي ﺑﻮدﻧﺪ ﻛﻪ اﻳﻦ ﻧﻤﻮﻧﻪ در آن
ﻫﺎي  ﺑﻴﻦ ﻓﻌﺎﻟﻴﺖ ﻲﻣﻌﻜﻮﺳ در واﻗﻊ ارﺗﺒﺎط ؛ﻫﻔﺘﻪ ﺑﻮد
در  وﺟﻮد داﺷﺖ ﻓﻴﺰﻳﻜﻲ و ﺑﺮوز ﺳﺮﻃﺎن ﻫﺎي ﻛﻮﻟﻮرﻛﺘﺎل
ﺑﺮاﺑﺮ  1/54، IMB ≥92اﻓﺮاد داراي  ﺧﻄﺮ ﻧﺴﺒﻲﻛﻪ  ﺣﺎﻟﻲ
  .(٨٢) ﺑﺪﺳﺖ آﻣﺪ 12ﻫﺎ ﻛﻤﺘﺮ از  آن IMBﻛﺴﺎﻧﻲ ﺑﻮد ﻛﻪ 
   ﺣﺎﺿﺮ ﻣﻄﺎﻟﻌﻪ در آﻣﺪه دﺳﺖ ﺑﻪ ﻧﺘﺎﻳﺞ
ﻣﺮدﻫﺎ  در ﻫﺎ ﭘﻮﻟﻴﭗ ﺑﻴﺸﺘﺮ ﻓﺮاواﻧﻲ ﻧﺸﺎن دﻫﻨﺪه وﺟﻮد
اﻳﻦ اﺧﺘﻼف ﻛﻪ  ﺑﻮد؛%( 71/8)ﻫﺎ  نز ﺑﻪ ﻧﺴﺒﺖ %(14/5)
ﻧﺸﺎن  را ارﺗﺒﺎط ﻣﻌﻨﻲ داري ﺑﻴﻦ ﻣﺮد و زن در ﺷﻴﻮع آدﻧﻮم
 ﺑﻪ ﻋﻨﻮان ﻧﻴﺰ ﻣﻄﺎﻟﻌﺎت دﻳﮕﺮي در ﻣﺮد ﺟﻨﺲ .ﻣﻲ دﻫﺪ
 ﻛﻮﻟﻮرﻛﺘﺎل ﻫﺎي ﺳﺮﻃﺎن و ﻫﺎ ﭘﻮﻟﻴﭗ ﺑﻪ اﺑﺘﻼ ﺧﻄﺮ ﻋﺎﻣﻞ
 اﻳﻦ ﺑﺮ ﻣﺒﻨﻲ اي ﻓﺮﺿﻴﻪ. (92-23)اﺳﺖ  ﺷﺪه ﺷﻨﺎﺳﺎﻳﻲ
 ﺗﻔﺎوت ﻣﺴﺌﻮل اﻳﻤﻨﻲ و ﻫﻮرﻣﻮﻧﻲ ﻋﻮاﻣﻞ ﻛﻪ دارد وﺟﻮد
 زﻧﺎن و ﻣﺮدان در رﻛﺘﻮم و ﻛﻮﻟﻮن از ﻫﺎي ﻣﺘﻔﺎوﺗﻲ ﻣﻴﺰان
 ﺎﻫ اﺳﺘﺮوﺋﻴﺪ ﺗﺮﺷﺢ دﻟﻴﻞ ﺑﻪ زﻧﺎن آن، ﺑﺮ اﺛﺮ ﻛﻪ ﻫﺴﺘﻨﺪ
 ﻛﺴﺐ ﺳﺮﻃﺎن ﻧﻮع دو اﻳﻦ در ﻣﻘﺎﺑﻞ ﺑﻴﺸﺘﺮي ﻣﺤﺎﻓﻈﺖ
 اﺳﺖ ﺑﺎﻻﺗﺮ ﻫﺎ آن اﺣﺘﻤﺎل ﺑﻘﺎي ﻫﻤﭽﻨﻴﻦ و ﻛﻨﻨﺪ ﻣﻲ
ادﻧﻮم ﻛﺎرﺳﻴﻨﻮم ﻛﻮﻟﻮرﻧﺘﺎل ﻛﻪ در زﻣﻴﻨﻪ آن ﭘﻮﻟﻴﭗ  (.33)
  ﻫﺎي ﻛﻠﻮرﻛﺘﺎل ﻣﻲ ﺑﺎﺷﺪ و ﻣﺪت زﻳﺎدي ﻃﻮل
ﻣﻲ ﻛﺸﺪﻛﻪ ﺗﺎ اﻳﻦ ﭘﻮﻟﻴﭗ ﻫﺎ ﺑﻪ ﻛﺎرﺳﻴﻨﻮﻣﺎ ﺗﺒﺪﻳﻞ ﺷﻮﻧﺪ  
  .م ﻗﺎﺑﻞ درﻣﺎن ﻫﺴﺘﻨﺪودر ﺻﻮرت ﺷﻨﺎﺳﺎﻳﻲ زود ﻫﻨﮕﺎ
در  اﻳﻦ  ﻣﻄﺎ ﻟﻌﻪ  ﻧﺸﺎن  داده  ﺷﺪ  ﻛﻪ  ﺑﻴﻦ 
ﻫﺎي  ﺑ ﺎ  ﻫﺎي  آدﻧﻮم  و  ﺧﺼﻮﺻﺎ ً  ﭘﻮﻟﻴﭗ ﭘﻮﻟﻴﭗ
ﭘ ﺎﺗﻮﻟﻮژي  ﭘﻴﺸﺮﻓﺘﻪ  ﺑ ﺎ  ﺳﻨﺪرم  ﻣﺘ ﺎﺑﻮﻟﻴﻚ  ا رﺗﺒﺎط 
ﻣﻄﺎﻟﻌﺎت  ﻧﺸﺎن دﻳﮕﺮ  در. ﺪﻧداري  دار ﻣﻌﻨﻲ
داده  ﺷﺪه  اﺳﺖ  ﻛﻪ  ﻣﻴﺰان  ﺳﺎ ﻟ ﻴ ﺎ ﻧﻪ  ﺗﺨﻤﻴﻨﻲ 
ﺗﻬﺎﺟﻤﻲ  ﺳﺮﻃﺎنﺗﺒﺪﻳﻞ  ﻳﻚ  ﭘﻮﻟﻴﭗ  آدﻧﻮم  ﺑﻪ 
 ءﻣﺘﺮ،  ﺟﺰ ﺰرﮔﺘﺮ  از  ﻳﻚ  ﺳﺎ ﻧ ﺘﻲدر  ﭘﻮﻟﻴﭗ  ﺑ
 3ﺗﺮﺗﻴﺐ ﻪ وﻳﻠﻮس،  ﻳ ﺎ  دﻳﺲ  ﭘﻼزي  ﺷﺪﻳﺪ  ﺑ
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 ،ﺪﺻرد17  و  ﺪﺻرد37 ﺪﺻرد ﺪﺷﺎﺑ  ﻲﻣ . زا
 يﻮﺳﺧ  ﻪﺑ  تﺎﻌﻟﺎﻄﻣ نﺎﺸﻧ  نﺎﻤﻟآ  رد  صﻮﺼ
 هدادﺪﻧ ا ﭗﻴﻟﻮﭘ  ﻞﻳﺪﺒﺗ  ناﺰﻴﻣ  ﻪﻛ  ﻪﺑ  مﻮﻧدآ  يﺎﻫ
 ﺎ ﺗ  ﻪﺘﻓﺮﺸﻴﭘ  مﺮﻓﺳﺮنﺎﻃ ﻲﻣ  ﺶﻳاﺰﻓ ا  ﻦﺳ  ﺎ ﺑ  ﺪﺑﺎ ﻳ
)34(  ﻂﻘﻓ  و1 ﺪﺻرد زا ﻲﻧارﺎﻤﻴ ﺑ ﻪﻛ ً اﺪﻌ ﺑ 
ﻼﺘﺒﻣ نﺎﻃﺮﺳ ﻪﺑ نﻮﻟﻮﻛ ،ﺪﻧﺪﺷ رد ﻲﭘﻮﻜﺳﻮﻧﻮﻟﻮﻛ ﻪﻴﻟوا 
هداد ﺺﻴﺨﺸﺗ ﺪﻧﻮﺷ ﻲﻤﻧ )35(.  
  
ﻧيﺮﻴﮔ ﻪﺠﻴﺘ:  
ﻪﻌ ﻟ ﺎﻄﻣ  ﻦﻳا  رد ﻦﺳ  ﻪﻛ  ﺪﺷ  هد اد  نﺎﺸﻧ 
 ﺲﻧﺎﺷ  ﻲﺋﺎﻬﻨ ﺗ  ﻪﺑ  ماﺪﻛ  ﺮﻫ  ﻲﻗﺎﭼ  و  دﺮﻓ 
ﭗﻴﻟﻮﭘ ﻲﻤﻧ  ﺶﻳاﺰﻓ ا  ار  نﻮﻟﻮﻛ  يﺎﻫ ﺑ  و  ﺪﻨﻫد ﻪ
ﻲﻣ  ﺮﻈﻧ  ﻚﻳ  رد  ﺮﻄﺧ  ﻞﻣاﻮﻋ  ﻪﻋﻮﻤﺠﻣ  ﻪﻛ  ﺪﺳر
ﭗﻴﻟﻮﭘ  دﺎﺠﻳ ا  ﺲﻧﺎﺷ  ﺶﻳاﺰﻓ ا  ﺐﺒﺳ  دﺮﻓ  يﺎﻫ
 تﺎﻌﻟﺎﻄﻣ  ﺖﺳا  مزﻻ  ﻪﻛ  ﺪﺷﺎﺑ  لﺎﺘﻛرﻮﻟﻮﻛ 
ﻊﻴﺳو دﻮﺷ  مﺎﺠﻧ ا  يﺮﺗ .ﻦﻴﻨﭽﻤﻫ  ﺎ ﺑ ﻪ ﺑ  ﻪﺟﻮﺗ
ﻲﻣ  لﺎﻤﺘﺣا  ﻪﻛ  ﺶﻫوﮋﭘ  ﻦﻳا  يﺎﻫ  ﻪﺘﻓ ﺎ ﻳ  دور
 يﺮﺘﺸﻴ ﺑ  ﻪﻨ ﻴﻣز  ﻚﻴﻟﻮﺑﺎ ﺘﻣ  مرﺪﻨﺳ  ﻪﺑ  ﻼﺘﺒﻣ  داﺮﻓ ا
ﺪﻨﺷﺎ ﺑ  ﻪﺘﺷاد  ﻚﻴﺘﺳﻼﭘﻮﺌ ﻧ  تﺎﻌﻳﺎﺿ  زوﺮﺑ  ﺖﻬﺟ؛ 
   ﻚﻴﻟﻮﺑﺎ ﺘﻣ  مرﺪﻨﺳ  ﻪﺑ  ﻼﺘﺒﻣ  داﺮﻓ ا  ﻲﺋﺎﺳﺎﻨﺷ  ﺎ ﺑ  اﺬ ﻟ
 ﻦﻳا  ﻲﺷزرو  و  ﻲﺋاﺬﻏ  ،ﻲﺋوراد  نﺎﻣرد  ﺮﺑ  هوﻼﻋ
ﻦﻴﻨﺳ  رد  ﻲﭘﻮﻜﺳﻮﻧﻮﻟﻮﻛ  مﺎﺠﻧ ا  ﺎ ﺑ  و  ،هوﺮﮔ 
 ﺖﻬﺟ  رﻮﺘﻛﺎﻓ  ﻚﺴﻳر  هوﺮﮔ  ﻦﻳا  رد  ﺮﺗ  ﻦﻴﻳﺎ ﭘ
ﻢﻴﺧﺪﺑ  نﺎﻃﺮﺳ  زا  يﺮﻴﮕﺸﻴﭘ  و  يﺮﮕﻟﺎ ﺑﺮﻏ 
دﻮﺷ  ﻲﻣ  دﺎﻬﻨﺸﻴ ﭘ  لﺎﺘﻛرﻮﻟﻮﻛ.  
  
ﺗﺮﻜﺸ و ﻲﻧادرﺪﻗ: 
ﻦﻳا ﻪ ﻟ ﺎﻘﻣ ز ا نﺎﻳ ﺎ ﭘ ﻪﻣﺎ ﻧ ﻲﻣﻮﻤﻋ  يﺮﺘﻛد 
 ه  ﺪﺷ  ﺐﻳﻮﺼﺗدر  ﺪﺣاو  ﻲﻣﻼﺳا  د ازآ  ه ﺎﮕﺸﻧ اد  
دﺎ ﺑآ  ﻒﺠﻧ  جاﺮﺨﺘﺳاهﺪﺷ ﺖﺳا . ﻪﻠ ﻴﺳﻮﻨ ﻳﺪ ﺑ ﻪ ﻴ ﻠﻛ  ز ا
ﺮ ﭘ  ﻦﻳا  رد  ﻪﻛ  ﻲﻧ ارﺎﻜﻤﻫ يرﺎﻳ  ا ر  نﺎﮔﺪﻨﺴﻳﻮ ﻧ  هژو
ﺪﻧ ا  هدﻮﻤ ﻧ ﺮﻜﺸﺗ ﻲﻣ دﻮﺷ.  
ﻊﺑﺎﻨﻣ:  
1. Wickham R, Lassere Y, editors. The ABCs of colorectal cancer. Seminars in oncology 
nursing. 2007; Elsevier. 
2. Jemal A, Siegal R, Ward E, Murray T, Xu J, Thun MJ. Cancer facts & figures. Atlanta: 
CA Cancer J Clin. 2007; 57: 43-66. 
3. Ju JH, Chang SC, Wang HS, Yang SH, Jiang JK, Chen WC, et al. Changes in disease 
pattern and treatment outcome of colorectal cancer: a review of 5,474 cases in 20 years. 
Int J Colorectal Dis. 2007 Aug; 22(8): 855-62. 
4. Toyoda Y, Nakayama T, Ito Y, Ioka A, Tsukuma H. Trends in colorectal cancer 
incidence by subsite in Osaka, Japan. Jpn J Clin Oncol. 2009 Mar; 39(3): 189-91. 
5. Lieberman DA. Screening for colorectal cancer. NEJM. 2009; 361(12): 1179-87. 
6. Mousavi SM, Gouya MM, Ramazani R, Davanlou M, Hajsadeghi N, Seddighi Z. 
Cancer incidence and mortality in Iran. Ann Oncol. 2009 Mar; 20(3): 556-63. 
7. Ministry of Health and Medical Education. [Islamic Republic of Iran Ministry of Health 
and Medical Education OoDMfHCfdc, cancer office. Iranian Annual National Cancer 
Registration Report, 2006] Persian. 
8. Ansari R, Mahdavinia M, Sadjadi A, Nouraie M, Kamangar F, Bishehsari F, et al. 
Incidence and age distribution of colorectal cancer in Iran: results of a population-based 
cancer registry. Cancer Lett. 2006 Aug; 240(1): 143-7.  
9. Foroutan M, Rahimi N, Tabatabaeifar M, Darvishi M, Hashemi M, Hossein-Panah F, et al. 
Clinical features of colorectal cancer in Iran: a 15-year review. J Dig Dis. 2008; 9(4): 
225-7 
10. Boyle P, Langman JS. ABC of colorectal cancer: Epidemiology. BMJ. 2000 Sep; 
321(7264): 805-8. 
ﻪﻌﻟﺎﻄﻣ ﻲﻜﻴﻨﻴﻠﻛ طﺎﺒﺗرا مرﺪﻨﺳ ﻚﻴﻟﻮﺑﺎﺘﻣ ﺎﺑ تﺎﻌﻳﺎﺿ ﻚﻴﺘﺳﻼﭘﻮﺌﻧ نﻮﻟﻮﻛ و  مﻮﺘﻛر                                                           نارﺎﻜﻤﻫو ﻲﻌﻴﻓر ﻪﻟا ﺖﻤﺣر  
  
 
11. Ramos M, Esteva M, Cabeza E, Campillo C, Llobera J, Aguilo A. Relationship of 
diagnostic and therapeutic delay with survival in colorectal cancer: a review. Eur J 
Cancer. 2007 Nov; 43(17): 2467-78. 
12. Cheah PY. Recent advances in colorectal cancer genetics and diagnostics. Crit Rev 
Oncol Hematol. 2009 Jan; 69(1): 45-55. 
13. Manerio E, Rodas VL, Costas E, Hernandez JM. Shellfish consumption: a major risk 
factor for colorectal cancer. Med Hypotheses. 2008; 70(2): 409-12. 
14. Corrao G, Bagnardi V, Zambon A, La Vecchia C. A meta-analysis of alcohol 
consumption and the risk of 15 diseases. Prev Med. 2004; 38: 613-619. 
15. Chan JA, Meyerhardt JA, Niedzwiecki D, Hollis D, Saltz LB, Mayer RJ, et al. 
Association of family history with cancer recurrence and survival among patients with 
stage III colon cancer. JAMA. 2008 Jun; 299(21): 2515-23.  
16. Wilkes G, Hartshorn K. Colon, rectal, and anal cancers. Semin Oncol Nurs. 2009 Feb; 
25(1): 32-47.  
17. Petko Z, Ghiassi M, Shuber A, Gorham J, Smalley W, Washington MK, et al. 
Aberrantly methylated CDKN2A, MGMT, and MLH1 in colon polyps and in fecal 
DNA from patients with colorectal polyps. Clin Cancer Res. 2005 Feb; 11(3): 1203-9.  
18. Stevenson G. Colorectal cancer screening of high-risk individuals. Can Assoc Radiol J. 
2001 Feb; 52(1): 17-21. 
19. Hall LL. Preventing colon cancer. Screening and early detection save lives. FDA 
Consum. 2000 Nov-Dec; 34(6): 14-8. 
20. Pearson TA, Bazzarre TL, Daniels SR, Fair JM, Fortmann SP, Franklin BA, et al. 
American Heart Association guide for improving cardiovascular health at the 
community level: a statement for public health practitioners, healthcare providers, and 
health policy makers from the American Heart Association Expert Panel on Population 
and Prevention Science. Circulation. 2003 Feb; 107(4): 645-51. 
21. National  Institutes of Health. Third report of the national cholesterol education program 
expert panel on detection, evaluation, and treatment of high blood cholesterol in adults 
(adult treatment panel iii). Circulation. 2002; 106(25): 3143-421670. 
22. Hanson RL, Imperatore G, Bennett PH, Knowler WC. Components of the "metabolic 
syndrome" and incidence of type 2 diabetes. Diabetes. 2002 Oct; 51(10): 3120-7. 
23. Jaglowski JR, Stack BC, Jr. Enhanced growth inhibition of squamous cell carcinoma of 
the head and neck by combination therapy of fusaric acid and paclitaxel or carboplatin. 
Cancer Lett. 2006 Nov; 243(1): 58-63. 
24. La Vecchia C, Negri E, Decarli A, Franceschi S. Diabetes mellitus and colorectal cancer 
risk. Cancer Epidemiol Biomarkers Prev. 1997 Dec; 6(12): 1007-10.  
25. World Health Organization. Obesity. Preventing and managing the global epidemic. 
Report of a WHO consultation on obesity. WHO: Geneva. 1998. 
26. Baron JA, Beach M, Mandel JS, van Stolk RU, Haile RW, Sandler RS, et al. Calcium 
supplements for the prevention of colorectal adenomas. Calcium Polyp Prevention 
Study Group. N Engl J Med. 1999 Jan; 340(2): 101-7. 
27. Inoue M, Iwasaki M, Otani T, Sasazuki S, Noda M, Tsugane S. Diabetes mellitus and 
the risk of cancer: results from a large-scale population-based cohort study in Japan. 
Arch Intern Med. 2006 Sep; 166(17): 1871-7. 
28. Martinez ME, Giovannucci E, Spiegelman D, Hunter DJ, Willett WC, Colditz GA. 
Leisure-time physical activity, body size, and colon cancer in women. Nurses' Health 
Study Research Group. J Natl Cancer Inst. 1997 Jul 2; 89(13): 948-55. 
29. McCashland TM, Brand R, Lyden E, de Garmo P, Project CR. Gender differences in 
colorectal polyps and tumors. Am J Gastroenterol. 2001 Mar; 96(3): 882-6. 
30. Betes M, Munoz-Navas MA, Duque JM, Angos R, Macias E, Subtil JC, et al. Use of 
colonoscopy as a primary screening test for colorectal cancer in average risk people. 
Am J Gastroenterol. 2003 Dec; 98(12): 2648-54.  
31. Group UKCCSP. Results of the first round of a demonstration pilot of screening for 
colorectal cancer in the United Kingdom. BMJ. 2004: 133-5. 
دﺮﻛﺮﻬﺷ ﻲﻜﺷﺰﭘ مﻮﻠﻋ هﺎﮕﺸﻧاد ﻪﻠﺠﻣ / هرود16 ، هرﺎﻤﺷ1/ ﺖﺸﻬﺒﻳدرا و ﻦﻳدروﺮﻓ1393  
  
 
32. Imperiale TF, Wagner DR, Lin CY, Larkin GN, Rogge JD, Ransohoff DF. Using risk 
for advanced proximal colonic neoplasia to tailor endoscopic screening for colorectal 
cancer. Ann Intern Med. 2003 Dec; 139(12): 959-65. 
33. Payne S. Not an equal opportunity disease-a sex and gender-based review of colorectal 
cancer in men and women: part I. J Mens Health Gend2007; 4: 131-9 
34. Hill MJ, Morson BC, Bussey HJ. Aetiology of adenoma-carcinoma sequence in large 
bowel. Lancet. 1978 Feb; 1(8058): 245-7. 
35. Bjerregaard NC, Tottrup A, Sorensen HT, Laurberg S. Evaluation of the Danish 
national strategy for selective use of colonoscopy in symptomatic outpatients without 
known risk factors for colorectal cancer. Scand J Gastroenterol. 2007 Feb; 42(2): 228-36. 
Journal of Shahrekord University of Medical Sciences      
(J Shahrekord Univ Med Sci) 2014 Apr, May; 16(1): 47‐55.                                                Original article 
 
 
 
 
 
 
 
 
 
 
 
 
 
*Corresponding author:        
Medical Plants research Center, Shahrekord University of Medical Sciences, Shahrekord, I.R. 
Iran. E-mail: rafieian@yahoo.com, Tel:  00989131811842.  
Clinical studies relation of metabolic syndrome with neoplastic lesion 
colon and rectum in persons with age 50 years and higher 
Rafiei R1, Torabi Z3, Keshvari M4, Hemat AR1, Ataei M4, Asgari S3,  
Yekaneh A4, Rafieian-Kopaei M5* 
1Internal Medicine Dept., Islamic Azad University, Najafabad Branch, Isfahan, Iran; 2General Physician, 
Isfahan University of Medical Sciences, Isfahan, Iran; 3Cardiovascular Research Center, Isfahan 
University of Medical Sciences, Isfahan, Iran;  4Student of General Physician, Isfahan University of 
Medical Sciences, Isfahan, Iran; 5Medicinal Plants Research Center, Shahrekord University of Medical 
Sciences, Shahrekord, Iran 
.Received: 30/Oct/2013  Accepted: 26/Dec/2012 
Background and aims: There is little information about the association between metabolic 
syndrome and colorectal cancer risk. Therefore, this study was aimed to investigate a comparison 
between colorectal lesions in patients with and without metabolic syndrome. 
Method: This study descriptive- analytic study was performed among 114 patients in 50 years and 
higher referred to clinic of Isfahan Shariati hospital. After their experiments were taken, patients 
divided in two groups with or without metabolic syndrome, and for both groups, colonoscopy was 
done. According to the existence or lack of polyp and then due to andenoma polyp with advanced 
pathology, andenoma polyp without advanced pathology, patients divided and compared in two 
groups. Data were analyzed using SPSS software and K2 test. 
Results: Of 119 cases studied from these persons, 45.6% was suffering from metabolic syndrome, 
which 42.2% of these patients was observed andenoma, and 63.6% andenoma polyps with advanced 
pathology. Only, 12.9% of patients without metabolic syndrome were observed andenoma polyps, 
which 25% of these numbers was advanced pathology polyps. The prevalence of andenoma in males 
(%41.5) was more than females (%17.5) (p<0.05). 
Conclusion: According to the findings of this research, it may be persons who have metabolic 
syndrome and they have more preparation to detect neoplastic lesions. So, colonoscopy in lower age 
in this group with risk factor is offered in order to screening and prevention from malignant colorectal 
lesions. 
Keywords: Colon polyps, Metabolic syndrome, Colorectal cancer. 
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